Oesophagoscopy remains the most reliable investigative procedure in the diagnosis of cancer of the oesophagus.1 Dilatation, insertion of an oesophageal tube, and removal of foreign bodies have expanded the role of therapeutic procedures. Increasingly, fibreoptic instruments are regarded as superior to the rigid oesophagoscope in both diagnostic and therapeutic roles.2-5 Perforation is a hazard of oesophagoscopy irrespective of the type of instrument used6 and is a serious event that is frequently fatal.7 As an objective measure or end point, perforation is used in claiming an important advantage for the fibreoptic oesophagoscope over the rigid instrument, perforation rates ranging from 0-018% to 0-03%7 compared with 0-2% to 13% for the rigid instrument.9-'1 Successful biopsy and diagnosis is another objective measure by which the two instruments might be compared, but there is little published material that directly compares as a result of the diagnostic procedure or subsequently at operation.
Where tumour was suspected visually, or where any observed mucosal feature that might be in keeping with the diagnosis was observed, multiple circumferential biopsy specimens were taken from above and within the lesion. In cases where the lesion could be passed, the distal oesophageal and stomach mucosa was examined. Specimens were immediately fixed in 10% w/v formalin and sent for routine histopathological examination.
Selection of patients for one procedure or the other was not randomised in this study and was determined by several factors. These included the patient's preference and compliance, the surgeon's preference, and availability of operating time. Previous investigations, such as a barium meal, in which stricture was noted, usually resulted in the selection of rigid oesophagoscopy so that, if feasible, therapeutic intervention remained an option. This applied particularly to older, high risk patients with advanced disease. The age range and the proportions of elderly high risk patients and of patients undergoing resection were similar in the groups having the two procedures.
Consultant surgeons in this unit are adept in the use of the fibreoptic instrument and carry out a weekly "day case" list to investigate a wide range of oesophageal diseases. Rigid instrumentation was performed by a consultant, or under the direct supervision of a consultant, except in the case of the senior registrar. In this study consultants performed 9 9 Middle third 113 6 Lower third 214 9 obtained. In only one of 11 cases where no lesion could be identified was a successful biopsy report obtained. The overall success rate of diagnosis with flexible oesophagoscopy in this group was 805%. In those cases where tumour was directly visualised there were 13 failures; eight of these were due to inadequacy of the material (61%), whereas in five the report was nonspecific. Among those where a lesion was not identified visually material was inadequate for diagnosis in two (18%) whereas normal mucosa was reported in the remainder, indicating failure to obtain biopsy material from the tumour itself.
When the success rates of diagnosis of tumour were compared in the rigid group and the flexible group a significantly better result was achieved in the former (p < 0 02).
RIGID OESOPHAGOSCOPY AFTER FLEXIBLE OESOPHAGOSCOPY
The rigid oesophagoscope was used in 53 patients who had previously undergone flexible oesophagoscopy with no positive diagnosis of tumour made. Results are summarised in table 2. When this same group underwent rigid oesophagoscopy there were no perforations and tumour was directly visualised in 48 cases (90%).
Direct visualisation of the lesion was achieved significantly more often with the rigid oesophagoscope in this group of patients than by other workers with the flexible instrument (p < 0 05).
Discussion
In this study of 336 patients we used the objective measures of rate of perforation and diagnostic efficacy in patients with carcinoma of the oesophagus to compare procedures using rigid and flexible fibreoptic oesophagoscopes. Perforation of the oesophagus has previously been used as an objective measure of the success of oesophagoscopy and led to claims that the flexible instrument was superior in this regard. 289 We have shown that when used for diagnosis alone rigid and flexible instruments can achieve their results with no perforation. Our results differ from those of others, who claim that flexible oesophagoscopy carries less risk. The higher success rate of diagnosis of carcinoma with the rigid instrument (99%) than with the flexible instrument (80 5%) is significant in our group of patients (p < 0.02).
This could be explained by intrinsic differences between the two groups of patients, but such an explanation is unlikely. Direct visualisation of the lesion was obtained more often with the rigid than with the flexible instrument, and where this is achieved with either instrument biopsy is usually successful. The larger and deeper biopsy specimens obtainable with the rigid instrument are likely to increase the number of submucosal tumour specimens biopsied. The increased number of normal mucosal specimens seen with flexible biopsy suggests that small bite sampling of a wide area is less successful, especially where no obvious lesion has been identified.
These results are substantiated by the findings in the 53 patients referred to our unit as a result of failure to obtain a diagnosis in other units. The consultants and registrars performing the procedures in the other units and our own have not been objectively assessed in this study but were similar in terms of seniority and experience. Whether the difference is due to greater skill of the surgeon than of the physician in using the flexible instrument or to the limitations of the instrument itself would be an interesting subject for a randomised clinical trial. The latter is suggested by our results as there had been significantly less direct visualisation of the lesion with the flexible oesophagoscope in this group when the procedure has been performed by other units, which had at least as much experience with the flexible instrument as we had. The delay of less than a month between one procedure and the other is unlikely to account for this. Inadequate biopsy material was obtained in 34% and normal mucosa in 36%. Together these account for 70% of the failures. The same group of patients undergoing rigid instrumentation in our unit had a greater number of direct visualisations of the lesion. Although this difference does not reach statistical significance, we have shown earlier that direct visualisation is associated with an increased positive biopsy rate in this group of patients.
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